Among a total of 890 women from 2 separate nonclinical samples (1 collected in 1982 on college undergraduates, n = 435, and 1 collected in 1992 on women who were in college in 1982, n = 455), the authors tested a diathesis-stress model of the interrelations of perfectionism, perceived weight status, and hulimic symptoms. The authors predicted and found that perfectionism served as a risk factor for bulimic symptoms for women who perceived themselves as overweight but did not serve as a risk factor for those who did not perceive themselves as overweight. Perceived weight activated perfectionism as a predictor of bulimic symptoms; actual weight did not serve the same role. These findings are discussed in the context of recent clinical and social psychological theory regarding development of bulimic symptoms.
that among depressed and other psychiatric patients, those who were high in both perfectionism and in daily life stress were most likely to obtain high depression scores.
Perfectionism has also been indicated as a correlate of bulimic symptoms. For example, Rosch, Crowther, and Graham (1991) reported that clinically bulimic university women, as compared with general psychotherapy patients and normal controls, obtained elevated perfectionism scores (for similar findings, see Ruderman, 1986; Thompson, Berg, & Shatford, 1987) . Similarly, Rothenberg (1990) found that hospitalized bulimic patients differed from general psychiatric patients with respect to perfectionism, as well as related characteristics, such as scrupulousness.
At the same time, however, the association of perfectionism and bulimic symptoms has been questioned. For example, Hurley, Palmer, and Stretch (1990) , in a study comparing eating disordered patients with general psychiatric patients, reported that perfectionism was not specific to eating-disordered patients. Blouin, Bushnik, Braaten, and Blouin (1989) found that bulimic patients were more perfectionistic than normal controls, but similarly perfectionistic relative to diabetic patients. Newton, Butler, and Slade (1988) reported no differences in perfectionism between eating disordered patients with mild bulimic symptoms and those with more severe symptoms.
Thus, there is some question as to the very existence of a relationship between perfectionism and bulimic symptoms. Furthermore, should the relationship exist, the form of the relationship is unclear-is perfectionism in itself a risk factor for bulimic symptoms; or is perfectionism one factor, which, only in combination with others, heightens risk for bulimia? The goal of the present studies is to address these issues in the context of a diathesis-stress framework, among large samples of women, a subset of whom endorsed the Diagnostic and Statistical Manual of Mental Disorders, 3rd edition (DSM-III; American Psy-chiatric Association, 1980) based criteria for a clinical diagnosis of bulimia.
The present conceptualization views perfectionism as a risk factor for bulimic symptoms, but only under certain conditions. If one strives to meet high standards (e.g., perfect body weight and shape), even if such standards are excessively high, negative outcomes should not be expected unless the standards go unmet (cf. Heatherton & Baumeister, 1991) . Perfection, if both desired and obtained, is a positive state of affairs. Indeed, this is precisely the rinding from the diathesis-stress work on perfectionism and depression; perfectionistic people, despite their perfectionism, were not depressed unless things were imperfect (i.e., unless negative life stress occurred; Hewitt & Flett, 1993; Joiner & Schmidt, 1995) . A similar result has emerged from within the literature on negative cognitive style and depression: People with negative attributional styles tend not to become depressed unless they also encounter negative life stress (e.g., Metalsky, Joiner, Hardin, & Abramson, 1993) .
According to the current conceptualization, perfectionistic women will experience bulimic symptoms when they feel that their standards are unmet. However, it is postulated that perfectionistic women, despite their perfectionism, will not experience bulimic symptoms when they feel that their standards have been satisfied. This conceptualization is depicted in Figure 1 .
Because there is a well-known main effect for weight perceptions on bulimic symptoms (e.g., Ruderman, 1986) , women in quadrants C and D of Figure 1 are predicted to have higher bulimic symptoms than women in quadrants A and B. As was mentioned earlier, the main effect relation of perfectionism on bulimic symptoms is less clear, although there is at least some evidence to support a weak main effect, such that women in quadrants B and D may experience higher levels of bulimic symptoms than women in quadrants A and C. More important to the present conceptualization, women in quadrant D are predicted to experience the highest levels of bulimic symptoms, because their high standards have been violated (i.e., they feel overweight and expect themselves not to be overweight).
It is important to note that the lermfeel overweight has been used, as opposed to are overweight. According to the present view, actual weight status is less relevant to perfectionistic women than is perceived weight status. Although both actual and perceived weight serve as benchmarks by which standards are evaluated, it is argued that perceived weight is more powerful for perfectionistic women. To be sure, there is a relation between actual and perceived weight status. But there is also disparity. It is predicted that when perfectionistic women feel overweight, (even if they are not; cf. quadrant D of Figure 1 ), they will be at high risk for bulimic symptoms, whereas when perfectionistic women do not feel overweight, (regardless of whether they are; (cf. quadrant B of Figure 1 ), they will not experience bulimic symptoms.
To summarize, hypotheses for the present studies were as follows;
1. Perceived weight would display a strong main effect relation to bulimic symptoms (quadrants C and D would have higher bulimia scores than quadrants A and B).
2. Perfectionism was more tentatively predicted to relate to bulimic symptoms, and in any event, the magnitude of the relation should represent a considerably weaker effect than that of perceived weight on bulimic symptoms (quadrants B and D may have higher bulimia scores than quadrants A and C).
3. Most important to the present conceptualization, perfectionism was predicted to relate strongly to bulimic symptoms among women who felt overweight, but less strongly among women who did not feel overweight (quadrant D would have the highest bulimia scores). That is, perceived weight status and perfectionism were hypothesized to interact to predict bulimic symptoms.
4. Actual weight would display a strong main effect relation to bulimic symptoms.
5. However, actual weight was not postulated to interact with perfectionism to predict bulimic symptoms, and to the extent that it did, it was predicted that it did so only because it was highly related to perceived weight.
6. Related to Hypothesis 5, it was hypothesized that, among perfectionistic women, those who felt overweight but who were not overweight would experience more bulimic symptoms than those who did not feel overweight but who were overweight. 
Study 1

Method Participants
In the spring of 1982, researchers affiliated with Radcliffe College distributed surveys to a randomly selected sample of 800 women and 400 men who were students at Boston University. The focus of the present study was on the women, 435 of whom responded to the randomly distributed questionnaire (response rate = 54%; response rate for men was 50%). The women were predominantly Caucasian (88%), and the mean age was 20.11 years (SD = 1.2).
Procedure
The questionnaire included an array of items about demographic background; height and weight; concerns about dieting, eating patterns, and body weight and shape; and eating disorder symptomatology. Of particular interest for the present study, participants completed the Perfec-tionism and Bulimia subscales of the Eating Disorders Inventory (EDI; Garner, Olmstead, & Polivy, 1983) , responded to questions about their weight, and responded to questions based on DSM-I1I criteria for bulimia nervosa, as described below.
Eating Disorders inventory and Perfectionism and Bulimia subscales.
The EDI is a frequently used 64-item self-report measure of eatingrelated attitudes and traits. It yields eight subscales; Drive for Thinness, Bulimia, Body Dissatisfaction, Ineffectiveness, Perfectionism, Interpersonal Distrust, Interoceptive Awareness, and Maturity Fears. The subscales have shown adequate internal consistency coefficients and stable test-retest correlations and have been extensively validated (see Garner, Olmstead & Polivy, 1983 ).
The present study focused on the Perfectionism and Bulimia subscales.
The Perfectionism subscale includes six items designed to measure general perfectionism (e.g., "I feel that I must do things perfectly, or not do them at all" or "Only outstanding performance is good enough in my family.
1 '). Alpha internal consistency coefficient in the present sample was .79, similar to the figure of .88 obtained among a sample of undergraduate women (Joiner & Schmidt, 1995) . The construct validity of the scale is supported by expected correlations with depressive (Joiner & Schmidt, 1995) and eating disorder symptoms (e.g., Rosch et al.. 1991) . Joiner and Schmidt (1995) The Bulimia subscale includes seven items that assess bingeing and purging (e.g., "I stuff myself with food" or "I have thought of trying to vomit to lose weight."). Participants were asked to rate items on a scale ranging from 1 to 6 where 1 = never, 2 = rarely, 3 = sometimes, 4 -frequently, 5 = usually, and 6 = alwavs. Coefficient alpha in the present study was .86.
Perceived weight status. Participants were asked to categorize themselves as either overweight or not overweight (not vvenveight = 1; overweight = 2). 43% of the participants (« = 187) identified themselves as overweight; the rest (n = 248) identified themselves as not overweight. A separate question tapped a similar construct: whether participants were trying to lose weight (=2) or not (= I). Three hundred and twenty-six women (75%) indicated they were trying to lose weight, and the remainder (n = 109) indicated that they were not trying to lose weight. For both variables, these percentages are quite consistent with those obtained by Heatherton, Nichols, Mahamedi, and Keel (1995) on similar samples of women.
In the analyses reported below, the focus is on the perceived weight variable. Analyses using the lose-weight variable are offered as supplementary support for those involving the perceived weight variable.
Actual weight status. Participants provided their actual height and weight. On this basis, the Body Mass Index (kg/m 2 ) was calculated.
Also, participants were categorized with regard to height/weight (very underweight, underweight, average weight, overweight, or obese) on the basis of standards from the National Health and Nutrition Examination Survey (see, e.g., Kuczmarski, 1992) . It is important to note that RadkeSharpe, Whitney-Saltiel, and Rodin (1990) 
Results and Discussion
Means and standard deviations are presented in Table 1 (see diagonal) and were consistent with previous reports (e.g., Heatherton et al., 1995) . Table 1 
Prediction of Bulimic Symptoms by the Perfectionism X Perceived Weight Status Interaction
Consistent with the recommendations of Cohen and Cohen (1983) , a setwise hierarchical multiple regression/correlation (MRC) procedure was used to test predictions pertaining to the Perfectionism X Perceived Weight Status interaction. EDI Bulimia subscale scores served as the dependent variable. Because the distribution of EDI Bulimia scores was positively skewed (as is usually the case with a symptom measure in a population sample), EDI Bulimia scores were transformed, using the square-root transformation recommended by Cohen and Cohen (1983, p. 252) .
EDI Perfectionism subscale scores and a dichotomous variable indicating perceived weight status (where 1 = do not feel overweight and 2 = feel overweight) were entered into the regression equation simultaneously as a set, followed at Step 2 by entry of the Perfectionism X Perceived Weight Status interaction term.
As can be seen in Table 2 , regression analysis indicated that, consistent with prediction, (a) perfectionism subscale is positively and somewhat weakly related to bulimic symptoms, pr = Figure 1 ). To examine this issue, the relation between the Perfectionism subscale and EDI Bulimic symptoms subscale was examined among two subgroups of participants; those who did and those who did not report feeling overweight (results using the bulimia diagnostic variable and the trying to lose weight variable were highly similar and are not reported; see Joiner, Metalsky, & Wonderlich, 1995 for a similar data-analytic procedure). In line Note. EDI = Eating Disorders Inventory (Garner, Olmstead, & Polivy, 1983) ; PR = multiple partial correlation for a set of predictors; prpartial correlation for within-set predictors. All effects are significant at the p < .05 level. 
Role of Perceived Weight Status Versus Actual Weight Status
It was predicted that feeling overweight impinged more powerfully on perfectionism than being overweight. This hypothesis was evaluated in three ways.
First, the analyses summarized in Tables 2 and 3 were repeated, except that actual weight status was used as a predictor instead of perceived weight status. That is, the Perfectionism subscale, the Body Mass Index, and the interaction between them were assessed as predictors of bulimic symptoms. Results predicting EDI Bulimia subscale scores are reported in Table 4 (findings predicting the bulimia diagnosis variable were similar and are not reported). As can be seen there, consistent with prediction, the Body Mass Index displays a main effect relation to bulimic symptoms, pr = .37, /(432) = 8.44, p < .05, but the Perfectionism X Body Mass Index interaction does not, pr = .02, r(431) = 0.72, p = ns. Tables 2 and 3 were again repeated, now with actual weight status inserted as a covariate. That is, the Body Mass Index was entered first into the regression equation predicting EDI Bulimia subscale scores, followed by simultaneous entry of the Perfectionism subscale and perceived weight status, and at the last step, by the Perfectionism x Perceived Weight Status interaction. Notably, the covariance of the Body Mass Index had very little effect on the results: The main effects for perceived weight status, pr = .32, f(431) = 7.80, p < .05, and Perfectionism, pr = .16, r(431) = 3.90, p < .05, remained, as did the significant effect for the interaction term, pr = .12, /(430) = 2.48, p < .05.
Second, the analyses summarized in
Third, it was suggested that when perfectionistic women feel Note. EDI = Eating Disorders Inventory (Garner, Olmstead, & Polivy, 1983) ; PR = multiple partial correlation for a set of predictors; pr = partial correlation for within set predictors. *p < .05.
overweight, even if they are not, they will be at high risk for bulimic symptoms, whereas when perfectionistic women do not feel overweight but are, they will not experience bulimic symptoms. We examined this issue among perfectionistic participants (i.e., those with EDI Perfectionism subscale scores above the median; « = 218). EDI Bulimia subscale scores were examined among two groups of perfectionistic women; (a) those who felt overweight but were not (n ~ 43), and (b) those who did not feel overweight but were (» = 12).' An interesting feature of this comparison is to orthogonalize actual and perceived weight.
If, as is predicted, perceived weight more powerfully impinges on perfectionistic attitudes than does actual weight, EDI Bulimia subscale scores should have been significantly higher among perfectionistic women who perceived themselves as overweight but were not, than among perfectionistic women who did not perceive themselves as overweight but were. This was, in fact, the case. The mean EDI bulimia subscale score among those who perceived themselves to be overweight but were not overweight was 17.86; the corresponding figure among those who did not perceive themselves to be overweight but were overweight was 12.83. The difference between these means was statistically significant, t(53) = 2.51, p < .01.
To summarize Study 1, results were consistent with all hypotheses. Perfectionistic women reported bulimic symptoms, but only when they felt that their standards were unmet (i.e., perceived themselves as overweight; see quadrant D of Figure  2 ). Perfectionistic women, despite their perfectionism, did not experience bulimic symptoms when they perceived themselves as not overweight. It was argued that perceived weight impinged more forcefully on perfectionistic attitudes than actual weight, and results were supportive of this view.
The supportive results should be viewed in the context of some of the study's limitations. First, the response rate to the questionnaire (54%) was not ideal. It is possible that the relatively low response rate may have biased results. Second, although successfully used in previous work (Heatherton et al., 1995) , the reliability of the perceived weight status variable is difficult to formally estimate. On the other hand, the variable's correlation with the trying to lose weight variable is encouraging, as is the general finding that people's self-reports of weightrelated data are reliable (Radke-Sharpe et al., 1990) . Third, the study's findings are limited to undergraduate women, and may not apply to women in different age categories. Fourth, although hypotheses were supported without exception, the absolute magnitude of the interaction term's effect size (e.g., pr = .12 in Table 2 ) was relatively small. The relatively small effect size, together with the questions regarding reliability and replicability, call for replication of the present results, preferably in a sample with a different age range and a higher response rate. Study 2 answers this call, and furthermore. Study 2 addresses a final concern that the data from Study 1 were somewhat dated (collected in 19K2 and data in Study 2 were collected in 1992).
Study 2
Method Participants
In the spring of 1992, Heatherton and colleagues attempted to identify and follow-up all participants from an earlier study of eating patterns and behavior. The earlier study occurred in 1982 at Harvard University, Participants in Study 2 differed from those of Study I in four ways.
First, the response rate in Study 2 was better (82% of the original sample participated in 1992). Second, whereas participants in Study 1 were students at Boston University in 1982, participants in Study 2 were students at Harvard University in 1982. Third, whereas the data for Study 1 were collected in 1982, those for Study 2 were collected in 1992. And fourth, whereas the average age of participants in Study I was 20.11 years, the average age of participants in Study 2 was 29.93 (.TO = 1.81). Study 2 included 455 women.
Procedure
The procedure and materials for Study 2 were identical to those for 
Results and Discussion
Means, standard deviations, and intercorrelations are presented in Table 5 and were fairly consistent with those reported in Study 1. Interestingly, as is perhaps predictable, Harvard alumnae in Study 2 scored higher on the perfectionism subscale than did Boston University students in Study 1. Also, in Study 2, the correlation between perceived weight status and the Body Mass Index was high (r = .71, p < .001), which may work against our hypothesis that perceived weight impinges more strongly on perfectionism than actual weight.
Prediction of Bulimic Symptoms by the Perfectionism X Perceived Weight Status Interaction
The data-analytic approach in Study 2 was identical to that used in Study 1. Table 6 displays the results of a regression equation with EDI Bulimia subscale as the dependent variable, and EDI Perfectionism subscale, perceived weight status (where 1 = do not feel overweight and 2 = feel overweight), and the Perfectionism X Perceived Weight Status interaction term as predictor variables.
As Table 6 shows, findings indicated that, consistent with prediction and with the results of Study 1, (a) the Perfectionism subscale was positively and somewhat weakly related to bulimic symptoms, pr = .23, ((452) = 5.00, p < .05; (b) perceived weight status displayed a fairly strong main effect relation to bulimic symptoms, pr = .38, /(452) = 8.63, p < .05; and (c) most important to the present conceptualization, the Perfectionism X Perceived Weight Status interaction served as a significant predictor of EDI Bulimia subscale scores, pr -.10, /(451) = 2.07, p < .05.
As in Study 1, a similar pattern of results emerged when the 1 Because the goal of this analysis was to separate feeling from being overweight, participants whose perceived weight status matched their actual weight status were excluded. Thus, those who were overweight, and perceived themselves as such, were excluded (n = 50), as were participants who neither viewed themselves as overweight nor were overweight (n = I 13). bulimic diagnosis variable was used instead of the EDI bulimia subscale as the dependent variable, and when the trying to lose weight variable was used instead of the perceived weight status as a predictor (results available from Thomas Joiner upon request).
Again replicating the results of Study 1, the form of the Perfectionism X Perceived Weight Status interaction was as predicted, and the scores produced by the regression equation were highly similar to those in Study 1 (see right panel of Figure  2 ). Women who were both perfectionistic and reported feeling overweight experienced the highest bulimia scores. These results, like those of Study 1, are quite consistent with the present model that perfectionism may lead to bulimic symptoms for those who do (but not lead to bulimic symptoms for those who do not) perceive themselves as overweight.
Role of Perceived Weight Status Versus Actual Weight Status
The prediction that feeling overweight impinged more powerfully on perfectionism than being overweight was fully replicated in Study 2. When actual weight status was used as a In conclusion, the supportive results of Study 1 were fully replicated in Study 2, on a different, older, and more recent sample with a higher response rate. Perfectionistic women experienced bulimic symptoms, but only when they perceived themselves as overweight. It appeared that perceived weight, not actual weight, served to activate perfectionistic attitudes as a predictor of bulimic symptoms.
Genera] Discussion
Across two studies (one in 1982 and one in 1992) including a total of 890 women, our diathesis-stress model of the interrelations of perfectionism, perceived weight status, and bulimic symptoms received empirical support. Perfectionism appeared to serve as a risk factor for bulimic symptoms for women who perceived themselves as overweight, but not for those who did not. Perceived weight activated perfectionism as a predictor of bulimic symptoms; actual weight did not serve the same role.
Before elucidating the studies' implications, it is first important to consider some limitations. First, the study was not prospective, and thus it cannot be argued that perfectionism has been shown to be an antecedent of bulimic symptoms. Second, structured clinical interviews were not conducted, and results on the diagnostic variable reported herein should be interpreted cautiously, although it was reassuring that these results eonverged with those using the EDI Bulimia subscale, without exception. Another potential measurement concern involves the EDI Perfectionism subscale, which measures perfectionism in Note. EDI -Eating Disorders Inventory (Garner, Olmstead, & Polivy, 1983) ; PR -multiple partial correlation for a set of predictors; pr = partial correlation for within-set predictors. All effects are significant at the p < .05 level.
general, and not in weight-specific terms. In response, it should be noted that any discrepancy between weight-specific and general perfectionism should work against the hypotheses of the present study, and furthermore, the present model does not suggest a weight-specific altitude as a diathesis. Rather, a general attitude (perfectionism) is postulated to be activated by a weight-related variable to predict eating-related symptoms. It should also be noted that Hewitt, Flett, and colleagues (Hewitt, Flett, Turnbull-Donovan, & Mikail, 1991) have provided a sophisticated measure of perfectionism, the Multidimensional Perfectionism Scale, which would have provided a more comprehensive measure of Perfectionism.
The nomological status of perfectionism as a correlate of bulimic symptoms deserves consideration. As was mentioned earlier, the studies were not prospective, and thus the data cannot speak to whether perfectionism precedes bulimia. At the same time, however, the findings are not particularly consistent with the view that perfectionism is merely a correlate, associated feature, or consequence of bulimic symptoms. If it were, one might expect a correlation between perfectionism and bulimia regardless of the levels of any other variables, such as perceived weight status. That is, if perfectionism were an associated feature or consequence of bulimia, one might expect that perfectionism and bulimia would be similarly related for all women, regardless of whether they perceive themselves as overweight. The pattern of findings predicted and found in the current study suggests either a diathesis-stress view, wherein perfectionism precedes bulimia for some women but not others or, alternatively, a subset of women with bulimic symptoms (i.e., those who also perceive themselves as overweight) for whom perfectionism is an associated feature or consequence of bulimia. A prospective study could address this issue more definitively.
It is interesting to note that Hewitt, Flett and colleagues (e.g., Hewitt & Flett, 1991a) have emphasized the difference between socially prescribed perfectionism (perceiving that others expect perfection from you) and self-oriented perfectionism (expecting oneself to be perfect). Some "imperfections" may be expected to impinge more powerfully on self-oriented versus socially prescribed perfectionism. However, perceived weight status may not operate in this way, since women may expect themselves to be thin, and may expect others to expect them to be thin. In accord with this view, current results were similar when the EDI Perfectionism subscale was divided into self-oriented and socially prescribed items (see Joiner & Schmidt, 1995 for discussion of use of subset of EDI Perfectionism subscale as measures of socially prescribed vs. self-oriented perfectionism).
Our findings are consistent with Heatherton and Baumeister's (1991) theory that binge eating may serve as an escape from painful self-awareness. These theorists hypothesized that binge eaters are acutely sensitive to standards, and when they fall short of standards, binge eaters view themselves negatively and assume that others do as well (cf. self-oriented vs. socially prescribed perfectionism). These painful self-perceptions, accompanied by attendant emotional distress, cause an escape response, characterized by disinhibition and, thus, binge eating. In terms of the present study, it is interesting to note that Heatherton and Baumeister's theory proposes a mechanism (self-view and emotional distress) through which perfectionism may affect eating behavior among women who perceive that standards have gone unmet. Empirical scrutiny of whether changes in selfview and in emotional distress mediate the relation between perfectionism and bulimic symptoms represents an interesting avenue for future research.
The present results are quite consistent with self-discrepancy theory (Higgins, 1987) and research (e.g., Strauman, Vookles, Berenstein, Chaiken, & Higgins, 1991) . Strauman and colleagues theorized that girls are, in general, socialized to be overcontrolled and, thus, may be more likely to suffer from overcontrolled symptoms and syndromes, such as eating disorders, whereas boys are socialized to be less controlled and, thus, may be more likely to experience discontrolled symptoms and syndromes (e.g., conduct disorder). Consistent with this view, these researchers found that a discrepancy between ideal and actual views of the self was highly related to bulimotypic symptoms, such as body dissatisfaction, among undergraduate women. The present findings were very similar; for women whose view of actual self (i.e., perceived weight) was discrepant from the ideal (i.e., perfectionism), bulimic symptoms were more likely. Strauman et al.'s (1991) theory that overcontrolled symptoms are more likely in women than in men is interesting in fight of Rothenberg's (1990) hypothesis that many eating-disordered symptoms are manifestations of obsessive-compulsive pathology. In defense of this position, Rothenberg found that eatingdisordered patients, when compared with general psychiatric patients, displayed higher levels of rumination, rituals, and excessive cleanliness and orderliness. It is also noteworthy that both bulimia (Hudson, Laffer, & Pope, 1982) and obsessivecompulsive disorder (Benkert, Wetzel, & Szegedi, 1993) have been postulated to be manifestations of mood disorder. One could interpret these syndromal interrelations as supportive of Strauman et al.'s "overcontrolled" hypothesis, although one would need to grapple with the lack of gender differences in obsessive-compulsive disorder.
Although our findings were based on nonclinical samples, they may have implications for the psychotherapy of bulimic symptomatology (both cognitive-behavioral and interpersonal therapies have received at least preliminary support as effective treatments for bulimia ; Fairburn, Marcus, & Wilson, 1993; Fairburn et al., 1995) . Levels of perfectionism should be assessed Multidimensional Perfectionism Scale is a well-researched device) and treatment tailored accordingly. For example, in the context of a cognitive-behavioral approach, high levels of perfectionism should be an early and constant focus, especially insofar as reanalysis of the National Institute of Mental Health Treatment of Depression Collaborative Research program suggests that perfectionism levels among depressed people remain high despite treatment and that perfectionism predicts low functioning at follow-up (Blatt, Quinlan, Pilkonis, & Shea, 1995) . From an interpersonal perspective, it is important to note that perfectionism has been demonstrated to affect quality of relationships generally (Hewitt, Flett, & Mikail, in press) , as well as the quality of therapeutic alliance (Blatt ct al., 1995) . The dimensions of socially prescribed perfectionism, as well as other-oriented perfectionism (expecting others to be perfect), appear particularly relevant to interpersonal approaches.
In summary, a diathesis-stress model was proposed, wherein general perfectionism was framed as a risk factor for bulimia, but only when standards were perceived to have gone unmet.
Perceived weight status was argued to be more important than actual weight status. Results from two large, nonclinical samples of women were consistent with the model.
